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S U M M A R Y
Involvement of the renal parenchyma in the acute phase of brucellosis is very rare. Only two cases of
renal brucelloma have been reported in the English language literature to date. We report a case of renal
abscess caused by Brucella in the acute phase. A 45-year-old Chinese man presented with a high fever,
urine occult blood, and a low density lesion in the right kidney. Ultrasound-guided aspiration was done.
Brucella melitensis was isolated from both blood and puncture ﬂuid culture. Minocycline combined with
moxiﬂoxacin was prescribed for 4 months. The infection relapsed at 6 months after discontinuation.
Minocycline combined with rifampin was administered for another 2 months. The brucellosis had not
relapsed at more than 20 months later. It is possible to cure renal brucelloma with antibiotics and
ultrasound-guided aspiration. Treatment should not be discontinued until the abscess has disappeared
and two consecutive blood cultures taken 1 month apart are negative.
 2014 The Authors. Published by Elsevier Ltd on behalf of International Society for Infectious Diseases.
This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-
nc-nd/3.0/).
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In recent years, the incidence rate of human brucellosis
worldwide has shown an upward trend.1 In mainland China, the
annual incidence rate of brucellosis was 1.41 cases per 100 000 in
2005 and 2.56 cases per 100 000 in 2010.2
With diverse symptoms and clinical manifestations, the disease
may be overlooked and misdiagnosed. A systematic review
reported fever in 78%, sweating in 54%, splenomegaly in 26%,
hepatomegaly in 23%, and abdominal pain in 19% of patients.3
Skeletal muscle involvement was found to be common in chronic
brucellosis: 65% of patients experienced joint pain and 26% of them
achieved the diagnostic criteria of arthritis. There was one case
with endocarditis, four cases with nervous system involvement,
and 10 cases with testicular epididymitis in every 100 cases.
Renal brucellosis is uncommon and renal abscess caused by
brucellosis is very rare. Here we report a patient who presented
with renal brucelloma in the acute phase who was cured with
antimicrobial therapy.* Corresponding author. Tel.: +86 13810765943.
E-mail addresses: minmin2001@gmail.com, minmin2001@126.com (H. Zhao).
1 These authors contributed equally to this work.
http://dx.doi.org/10.1016/j.ijid.2014.07.019
1201-9712/ 2014 The Authors. Published by Elsevier Ltd on behalf of International So
license (http://creativecommons.org/licenses/by-nc-nd/3.0/).2. Case report
A 45-year-old man who lived in a rural area of Beijing was
hospitalized with a fever of 10-day duration on July 6, 2011. With-
out obvious cause, he had fallen ill with a fever of up to 39.5 8C,
accompanied by mild headaches, myalgia of the lower limbs and
back, sore gums, sweating, and an occasional cough without
phlegm. Routine blood tests showed a white blood cell count
(WBC) of 10.85  109/l (61.4% neutrophils and 32.6% lymphocytes)
and a platelet count (PLT) of 404  109/l. Urinalysis demonstrated
occult blood (OB++) and protein (+). He had taken cephalosporins
and antipyretic drugs but without improvement. His blood
pressure was well controlled with medication (120/75 mmHg),
which he had been taking for 10 years. He denied a history of
exposure to cattle or sheep, drinking raw milk, or eating raw meat.
On admission his body temperature was 39.6 8C, heart rate was 87/
min, and blood pressure was 150/90 mmHg. His right kidney area
had suspicious percussion pain and his bilateral gums were red and
swollen.
After admission, routine blood tests showed a WBC of
7.99  109/l (50.9% neutrophils and 36.4% lymphocytes), hemoglo-
bin of 127 g/l, and a PLT of 337  109/l. Urinalysis showed 10–15 red
blood cells/high-power ﬁeld and trace protein in his urine.
C-reactive protein (CRP) was 57 mg/l. Procalcitonin levels and liverciety for Infectious Diseases. This is an open access article under the CC BY-NC-ND
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(200 mg three times daily) and levoﬂoxacin (400 mg, intravenous,
once daily) for 48 h, his highest temperature was still 39 8C.
Minocycline (100 mg twice daily) was then added in consideration
of the possibility of rickettsial disease. Another 48 h later, his
temperature demonstrated a declining trend. At this time, the result
of a Brucella agglutination test was found to be positive (1:80).
Brucella melitensis was isolated from three consecutive blood
cultures taken every 2 days after admission. The patient remem-
bered that he had purchased and processed a goat fetus, which had
died of an illness, to feed his dogs. His dogs were apparently well and
behaving as normal. He was then treated with minocycline (100 mg
twice daily) and moxiﬂoxacin (400 mg once daily). His body
temperature returned to normal within 24 h. A routine urine test
was normal after 48 h of therapy.
An enhanced abdominal computed tomography (CT) scan taken
on admission revealed a round (diameter 3.2 cm) low-density
lesion in the parenchyma of the upper right kidney (Figure 1A).
Ultrasound-guided aspiration was done on day 7 of hospitaliza-
tion. Dark red bloody ﬂuid was seen and a sample taken for
bacterial culture. B. melitensis was isolated. The patient was then
diagnosed with brucellosis and renal brucelloma. He received
minocycline (100 mg twice daily) combined with moxiﬂoxacin
(400 mg once daily) therapy for 4 months. In November 2011, a
follow-up CT indicated that the abscess had reduced signiﬁcantly
in size (diameter 1.0 cm; Figure 1B). Medication was then ceased.Figure 1. Contrast-enhanced axial CT. (A) A low density round lesion (diameter
3.2 cm) was found in the parenchyma of the upper right kidney (arrow) when the
patient presented in the acute phase. (B) After 4 months of minocycline combined
with moxiﬂoxacin therapy, the lesion had reduced signiﬁcantly in size (diameter
1.0 cm) (arrow).Routine blood and urine tests were normal at several follow-up
appointments. However, 6 months after stopping the medication,
he experienced fever again. B. melitensis was again isolated from
his blood. A routine blood test was normal. A routine urine test
identiﬁed protein (+) with 0–1 red blood cells/high-power ﬁeld. No
lesion could be found in his kidney on ultrasound examination.
Minocycline (100 mg twice daily) combined with rifampin
(450 mg once daily) was administered again for 2 months. The
medication was stopped after two consecutive blood cultures were
negative at an interval of 1 month. He experienced no relapse over
the next 20 months. At a recent follow-up (March 31, 2014),
routine blood and urine tests, liver and renal function tests, and a
Brucella agglutination test were all normal. Renal ultrasound was
also normal.
3. Discussion
Brucella infection with kidney involvement is uncommon and
generally manifests as acute interstitial nephritis (which includes
hematuria, pyuria, and proteinuria), chronic interstitial nephritis
(which is similar to renal tuberculosis), or glomerulonephritis.4
Renal abscess caused by Brucella is rare, with only ﬁve reports to
date, and only two of them reported in the English language
literature.4,5 Onaran et al.4 reported the case of a 36-year-old man
who developed a renal and peri-nephric abscess 3 months after the
diagnosis of brucellosis. This was treated with doxycycline and
rifampin for 10 weeks. The abscess was resected and a subsequent
PCR assay conﬁrmed the diagnosis. Bartralot et al.5 reported the
case of an 82-year-old woman who had a chronic Brucella
infection. The abscess involved the left kidney and the left groin
area. The mass was removed and culture results conﬁrmed the
diagnosis of chronic renal brucellosis. Both of the cases were
chronic Brucella infections and were treated by surgical resection.
Chronic renal brucellosis should be differentiated from malignant
renal neoplasms. Biopsy and pathological examinations after
surgical resection are helpful for the diagnosis of malignancy.
Our patient appeared to have a urinary analysis disorder, i.e.,
urine occult blood and urine protein, with suspected percussion
pain in the right kidney area. This prompted us to investigate
further for possible renal diseases. Subsequent abdominal imaging
examinations suggested a low-density lesion of the right kidney.
Ultrasound-guided puncture ﬂuid culture revealed the pathogen
and conﬁrmed the diagnosis of right renal abscess caused by
Brucella. The patient did not initially mention the history of
handling the placenta and fetus of the goat that had died of a
disease, and the main manifestations were fever and gingival pain,
which were easily misdiagnosed.
Renal brucelloma was cured with ultrasound-guided aspiration
combined with antimicrobial therapy. Buzgan et al.3 analyzed the
treatment efﬁcacy in 1028 cases of brucellosis in Turkey and found
that the duration of treatment in patients with bone or articular
involvement should be 6–12 weeks, and the duration of treatment
in patients with nervous system involvement or with a chronic
infection should be 12–24 weeks. The recurrence rate following
doxycycline combined with streptomycin, or doxycycline and
streptomycin combined with rifampin was low. After ultrasound-
guided aspiration, our patient was treated with doxycycline and
moxiﬂoxacin for 16 weeks, which was then discontinued, and a CT
scan still showed a lesion of 1 cm in diameter in the right kidney.
The infection relapsed at 6 months after discontinuation.
Treatment was then shifted to doxycycline plus rifampin for
2 months and was discontinued after negative results were
obtained for two consecutive blood cultures taken 1 month apart.
The brucellosis did not relapse over the next 20 months. Therefore,
renal brucelloma should be treated with antibiotics until the
abscess disappears and blood culture results are negative.
J. Li et al. / International Journal of Infectious Diseases 28 (2014) 26–2828Renal abscess caused by Brucella is a rare condition of a
common disease. It is possible to cure this with antibiotics and
ultrasound-guided aspiration. Treatment should not be discon-
tinued until the abscess disappears and two consecutive blood
cultures taken 1 month apart are negative.
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Appendix A. Supplementary data
Supplementary data associated with this article can be found, in
the online version, at http://dx.doi.org/10.1016/j.ijid.2014.07.019.References
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